
t,.u
Itos htha
foundation

APPUCATION xo. :qd<rvq. BIozz \ lz coo APPLICATIO DATE:
qriqa fttt o,..rl ,)r-*

o- PP1 VE
C[rz.-o\oppq-

Coo ) ie

AGE.YEARS

RESIDEIICE

trdl

11v) or'i

W."( fost.-of

UARRIEO (ffir) I uxrannreo (uRafur)

t.]f:t Iriql

L r
PERUANENT RESIOENCE ADDRESS

slo m

occuPAIIoriq{$q

t{AmE ot APPLICANT
qr*(6 Er rrc

FATHER'S/SPOUSE'S XAIE
f{arrgq ql rtq

25s o. (A[.ch Proof ot lncoms)
( qrir Br crH rfdq)

TOTAL AXNUAL II{COTE

ts atfif{ wq
PAt{ tlo Elrdl

. YOU AN
iF[ qlq qrq

INCOME

6{ (l Y.r / orrrfl
FAHILY DEIAILS cft'sR fu{rlt

Sr. No.
6C {gl

Nama o, Faml
cfi-cr +

Membar
ifi ?rq

G.ndor
fdrt

Rel.llon wlth Appllcant
.qITKfi S RM SE.II

snca d Fnfo qqn
wtlch.vfi

Elttl C.dic.t
(Atbch Crdncd. Copy)

a{B ,qlc lrl ydq ct
(rctq qr d ucr ffi {Eq sir

Raooictd /-
flnrctrCog, -
.qqifir ll{(r{qq*BrfrrftT{trtt

Any Otl.?--
3!rlt,Proot

q-,4 dii qtq

"PURPOSE" to. REOUESTI G ASSISIAICE:
wrafuHdkriffela(ror

ttledlcat At!chodqeilwder { sr{ +tlt rFraaa q* ft,l

BASSTSTA CE Ell,lG AVAILED SAiIEtor PURPOSE' ,rorn OTHER solrRcEsw + qrlEi$ FfrqinE{tq ffitq Etitqrl t fuct d?Tqr
Sr l{o.
q d@r

NAME of OTHER SOURCE
wq dir qr qq olAflOUI{T ASSTSTAflCE EEING 0AVAILE

rfr wFrfl''{ {{n

rjl]lililIil
lil:-

rew

- -
-
-

-
-

-
-
-
-

EGI

-t

r:zRi

a

BPLC.rd /'
(Attlch C.rd Copy)

qt{ tqr * #i yqrq qr
(ccFr c? sl aql !ft {!qq Til

/

,.

-

(Healthcare)
(rqT{cq tcqrq)

g
I

3^\

APPLICATION FORM FOR ASSISTANCE
srrq-m tq qr*<< srsq

I

Eg q{qrrl SI

Sr. llo.
fic sgr



DEctARAIotl byAPPLIcA T: qri(|[ !m slcql qx:

1) I hereby confirm lhat all delails in this Form are True to lh€ best of my knowiedge' Any false slalonr€nl will rendel my Application & onooing assislance' lt 3ny'

liablo lor leiocMcan6llation
,) 

,|?i;;,1,"&ffiili;ffi'ncg, 
if received from Koshike Foundatjon, will b€ used only lo. tte 'putpos€' es statod in $b Form br whici suci a3sbtanc€

was roquested bY me

3) I hereby confirm ttrat I have nol & will not in futuro, avail of reimbursement, in part or in full, fio.n any othsr sourca,/€rnployernnsurancs company, of $9 Emount

for which this assistanc€ is requested

l ) t dqql 6.dt t fq w lrsc i ki 'r{ s{ frqol tt clTdrt + !r{s{ {-€ cc {d qfi 6X frclq qi 6qr flrf, $qI qal t ii tt um firn d o d

2) li d{ c\ su{ ffii "6iftr6r srd.3na' , d d sr rff i, ETn scsh td .i{q q1 $ t H f{qr ili{t, qi 1e rrrc I cq .'TcI I

3) d5e6GI( fr tr( qrrq- lg q[ ${-{r +1 qt t, sq ntr ct qlRTi cI (6i R€ tt* q-{ Ei iFr+q6/*cl cqff i I i frqI tqkr*qfrlq{dtll

1) Bv aflixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorisg Koshika Foundation and lt's Truslees to

use/publish6ul-up/reproduce my name, address , photo & details ol the 'Purpose ', for which such assistance ls requested/grant€d, through any

mediu m, including but not limited to verbal' print, electronic, lor soliciling donations lor Kosh lka Foundatlon and/or dlsseminating lnformauon about lt's

activities/actievemenls. Such use ol my photo & details can b€ made bY Koshika Foundallon beforg or afier my trgatment or fullilment of th€ 'purpos€

iT,lHI,HllYlT":":rT:;:',"flTr" *e of my n8me, address, phoro & derairs or rhe 'puDose', ror tyr cfi such $sistsnce B requ$ted./sranted,

wi, not automatics,y entitte me to, receivrni-o'r t"i'i,.rrsir" *id 
"tiistanc€. 

The d;raion ior granting ond/or conlinuing lhe assistan6 will r8sl solely

*itt th" frrt"", oixoshika Foundation, a;d thoir decisi;n ls this regard will be linal and acceptable to me'

l) rs rq? c( sci ERIu( qr dTB q1 clc (,116'{, I (qlt<6) qY{ {[cfi 61gfu rnr tq('rtftrcr srdlrlr qk Bd {rmql '6i qft{i 6{ltl tfr t! nq

*, 
"ta 

*o ut *n o ccr { clf{d t, T{ '61tI6l' {q qrql' <n' cIT{m $t '$q 
i g$ ''fdfrnrci 

ink rR'M * H ft80 s rfi( qqq

i s{'ffa 6d + frq ilnr{i tr ltlr: rr fr<o lt wrl * qrd lr rr< i 6d * frq "6iftI6r $rsisr' c ard qnlq-( tr

2)t(qraq6)Y(irdt{rTdtfdt(rrq,vm,stdqt{frq{qqifd{rTm+altvllirrnhtntanr:qficildItFf,((lfifiFIltqqcciI
.dRmr'q<1wd anH rr fi"tq qnrc dR nq6li tht

rn smrt {rqt ql ffi rq qrqq t rd tqtd'ftt

, '** t-**' t d i( {r *cc fiftq vqflr ol tr tn cI

I +u . t* t *o 'at* $tr3aq" E{ ffi v{r rr d{ ri'rn

A rt't nt -"in'mt' * Eli lfrfi ql ffi Iq qqd { rfr li$t

rqns m ( rr{ rmn qr nrn 'ri ar-<rafra w 3'rts ttt qc'tmR

"nl' a*u "** 
q m d Krd $st *( qri sn al {r0 ffrffi tn q{ rs q

E( 6tr()by

APPLICANT'S SI

qT+<6

GI{AIURE OR LEFTTHUIIB I PRESSION:

a d@ o f<rm

HOSPITAL 6O{)lRI(r€rdlabyAGREEMENT

ri N
ACCEPTETICEFORENOEDouMREC

ffrq+ ffd

MBBS,MS,FPRS,FICO
conffil$a{E*hfie' Brdqfftilkr0

r}rBahctive
4fl4

Dr. Dorennavar

qlafti scqltt t(
rOn tffirnmt USg ot XOST|U FOUNDANOil

SIGIATURE ol TRUSTEE 2

qrs rmn(I zSTGNATURE oITRUSTEE 1

ars rgm t

25-11-2021

.T

# r6li^,
rtr S K f,(dlf,

Care
lnsttute for D & EYo

DstG ol Surgery

dqt{tr 41 nfts

1zo\"\o'r


